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Discussion There were many similarities between this case and those of Bureau & Barriere (1958) . Alt-hough originally described predominantly in men and alcoholics, similar changes can probably be found in other neuropathies. The distribution of the neuropathy, although confined to the legs, did not suggest a cauda equina lesion since there was no perianal loss of sensation. X-ray of spine was also normal. Originally, the vascular changes were presumed to be secondary to the ulceration. However, the existence of abnormal arteriovenous shunts in these patients has recently been demonstrated by nonpictorial tracer techniques and arteriography (Bazex & Bazex 1975) , and we were able to demonstrate that these changes were bilateral and not confined solely to the ulcerated foot. It is, therefore, unlikely that the vascular abnormalities are simply secondary to pre-existing ulc;eration and they may play a more important role, both in the indolence of these ulcers and in the evolution of some of the bone changes seen. A loss of sympathetic vasometer control has been postulated as a mechanism. Thermography was considered the method of choice for further investigation since it can be easily related visually to known surface morphology while still monitoring a combination of both blood volume and flux.
It has been shown that these abnormal physiological shunts can be temporarily corrected by intra-arterial injection of lignocaine. Therapeutic success has been claimed by tying off the 'feed artery' in some cases (Lefaucher et al. 1975 ).
These changes may occur more frequently than previously recognized in neuropathic ulcers of this type. Doppler techniques and thermography may be useful non-invasive indicators of such conditions.
Other investigative techniques have been used, including xenon-133 and fluoroscopy. Photoelectric plethysmography would only monitor blood volume. Thermal clearance methods, which monitor flux, might help to distinguish between superficial and deeper components, .which photoelectric plethysmography and thermography are unable to do. At operation to have the inferior vena cava plicated enlarged para-aortic lymph nodes were discovered which showed changes of sarcoidosis on histology. He has been maintained on anticoagulants ever since but continued to have further episodes of thrombophlebitis with pulmonary and splenic infarcts. In 1973, along with increasing dyspncea, hepatosplenomegaly and pancytopenia, changes of sarcoidosis were found in liver, skin and lymph node biopsies. Prednisolone was given in a dose of 15 mg reducing to 7.5 mg daily. He improved and this dose of prednisolone has been maintained since.
In June 1975 an ulcer developed on his left cheek. A clinical diagnosis of basal cell carcinoma was made and the ulcer excised. The histology showed a granuloma with giant cell formation. The scar remained healed but 4-5 months later a similar lesion appeared in the same area (Fig 1) . Re-examination of the original section and of material from the new ulcer showed the presence of encapsulated yeast-like bodies accentuated as oval or circular rings when stained by mucicarmine (Figs 2, 3 and 4). Diagnosis was established by Professor W St C Symmers to whom this material was referred. A strain of Cryptococcus neoformans has been isolated by Dr D W R Mackenzie at the London School of Tropical Medicine & Hygiene who has also carried out sensitivity tests of which results are: flucytosine, resistant to 8 ,g/ml; amphotericin, sensitive to 0.02 ,ug/ml; miconazole, sensitive to 0.1 ,ug/ml. There was no evidence of systemic infection by cryptococcus on clinical examination, in chest X-rays or in urine. Treatment with oral flucytosine 10 g daily and local amphotericin cream was started at the beginning of January 1976 and the ulcer has almost healed.
Comment
Cryptococcosis is one of the serious opportunistic fungus infections which may develop in patients with impaired immunity. The most common condition predisposing to the infection is Hodgkin's disease but underlying sarcoidosis is not rare (Symmers 1973) . Skin lesions are usually secondary and appear as part of a generalized infection (Spickard 1973) but primary cutaneous lesions are occasionally found without any evidence of infection elsewhere (Rook &-Woods 1962 , McCallum 1966 . The -previously high mortality of this disease, particularly when presenting as meningitis, has fallen since the introduction of treatment with amphotericin 40" e4: and flucytosine. It is recommended that these drugs are given together as they may potentiate each other (Medoff et al. 1971 , Halkin et al. 1974 . In our patient, since the infection appeared to be confined to the skin, it was decided to treat the patient with systemic flucytosine and local amphotericin before the results of the sensitivity tests became known.
Dr F R Bettley: Is it beyond doubt that the underlying sarcoidosis is not a sarcoidal reaction to a more diffuse cryptococcosis?
Dr Birkett: Our patient had evidence of sarcoidosis in lymph node, skin and liver biopsies more than two years before a cryptococcal lesion appeared in the skin. There is no evidence of cryptococcal infection in these biopsies. Studies of patients with sarcoidosis who develop cryptococcosis show that the underlying sarcoidosis continues unchanged during and after treatment of the cryptococcal infection.
The following cases were also presented: Had 'spots' on face in. infancy. At age of 5 months 'blackheads' were noticed which subsequently disappeared, to reappear at age 7 years. Since then his skin condition has progressively worsened. On examination: Characteristic facial, cranial and limb abnormalities of Apert's syndrome (Fig 1) . 
